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Abstract 
Women, as the main agents of primary health care, play an essential role in maintaining 
family and community health. Literate women contribute not only for the healthy family but 
also for healthy community. Anganwadi Centers (AWCs) in the community act as a bridge 
between women in the community and the government to cater to the health needs of the 
society. In implementation of health projects, Anganwadi workers (AWWs) play a crucial role. 
Therefore, the present study would like to seek answer for “What is the role played by female 
health work force specifically by the AWCs in catering to the health needs of the 
community?” The study used document analysis, survey with a questionnaire and the 
interview as research tools. The study is done in fifteen AWCs of Ramanagara, Karnataka. 
Total sample size of the study is 85.  
The study found that female literacy is crucial in creating a healthy society. One-third of 
health workforce is women and there are significant disparities in literacy among male and 
female. It is also found that AWW is an effective change agent in the community. This 
platform can be used more effectively by giving communication training. Audio-visuals can 
complement and lessen the burden of AWCs.  
Keywords: Health communication, Development, Literacy, Health workforce, Community 
health, Anganwadi, Effective communication, Rural women. 
Background of the Study 
To form a healthy society, health system should be 
strong and effective. For a strong and successful health 
system, efficient, knowledgeable, skilled and dedicated 
workforce is crucial. Starting from grass root link 
workers to health system managers, everyone is 
counted for the successful delivery of health to the 
society. Women, as the main agents of primary health 
care, play an essential role in maintaining family and 
community health, which would lead to a healthy 
society. Not only as health workforce in the health 
system but also care taker in the family female role 
indisputably vital and inevitable.  
Manpower for health services has been described as 
“the heart of the health system in any country.” It is one 
of the most important aspects of healthcare systems 
and a critical component of health policies.18  
Health workers who are responsible for delivering 
health services play a critical role in the functioning of 
the health system. Greater availability of health workers 
has been shown to be associated both with increased 
service utilization as well as health outcomes such as 
immunization coverage and child and maternal 
survival.1  
Healthcare in India is provided by a variety of cadres 
with varying skill levels, across a range of systems of 
medicine and both in the public and private sector. They 
are doctors, nurses, pharmacists, ASHAs, community 
health workers and link workers. 
Female doctors and health workers are an important 
part of the health workforce, particularly for women’s 
health. The importance of gender of the doctor is 
important since women in large parts of the country are 
often reluctant to go to male doctors, especially for 
their obstetrical and gynecological problems.3 
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In India, it is estimated that there are seven female 
health workers per 10,000 population which translates 
into women comprising one-third of the total health 
workers in the country. However, since approximately 
70% of nurses, midwives and community health workers 
are female, the share of female doctors is much lower 
than a third. Female doctors comprise only 17% of the 
doctors in the country.21 
Women’s role in health care can be described under 
different roles she plays in the family as well as in the 
community. As a mother, she is a link between health 
care system and the child. Mother provides healthy life 
to the child by making available all necessary care from 
her side as well as health care system part. As a wife, 
she is taking care of ill husband and giving nursing care 
most of the time. As a daughter or daughter-in-law, she 
looks after aged and chronically ill parents. As 
community health worker in the form of ASHA 
(accredited social health activist), LHV (lady health 
visitor), link worker and Anganavadi worker, a woman 
plays a crucial role in health service delivery system. She 
acts as a link between health system and the 
community.  
Anganwadi Centers (AWCs) in the community act as a 
bridge between women in the community and the 
government to cater to the health needs of the society. 
AWCs are not just pre-school for the community but a 
vital organ to implement most of the government’s 
health-related projects. Distributing nutritional food, 
collection of primary data related to health, spreading 
health-related information, facilitating the community 
with health provisions are the few basic functions an 
Anganwadi imparts to its community. 
In the developing and under-developed countries, 
information dissemination related to development faces 
several indigenous problems. Same way, in India, it is 
difficult to provide uniform health information to the 
socially, culturally, linguistically diverse areas. The 
communication channels are also often insufficient. In 
addition, though the information reaches the public, it is 
difficult to ensure that they listen and understand it or 
take intended action. Moreover, researches have 
proved that public would rather listen to traditional 
healers and the local facility providers rather than from 
outside their community. Literacy is a major challenge 
to health communicators in India, where people may 
not be able to comprehend the printed health 
communication materials. 
AWC is a place considered as government play school in 
the local community and it bridges the local community 
with the higher authority. Anganwadi is established 
under integrated child development projects in all the 
villages of India based on population. There are 61187 
AWCs and 3331 mini-AWCs in Karnataka. The program 
of the integrated child development services (ICDS) was 
launched on October 2, 1975 in 33 blocks in the country 
on an experimental basis to commemorate the 106th 
birth anniversary of the Father of the Nation Mahatma 
Gandhi seeking to provide an integrated package of 
services in a convergent manner for the holistic 
development of the child.17 
ICDS promotes child survival and development through 
an integrated approach for converging basic services for 
improved child care, early stimulation and learning, 
improved enrolment and retention, health and 
nutrition, and water and environmental sanitation. The 
scheme aims to improve the nutritional and health 
status of vulnerable groups including pre-school 
children, pregnant women and nursing mothers through 
providing a package of services including supplementary 
nutrition, pre-school education, immunization, health 
checkups, referral services and nutrition and health 
education. In addition, the scheme envisages effective 
convergence of inter-sectoral services in the AWCs.10 
Objectives of Anganwadi scheme are to reduce the 
incidence of mortality, morbidity, malnutrition and 
school drop-out; to achieve effective coordination of 
policy and implementation amongst various 
departments to promote child development; and to 
enhance the capability of the mother to look after the 
normal health and nutritional needs of the child through 
proper nutrition and health education. 
The AWWs assist the health functionaries in coverage of 
the target population for immunization. Multi-purpose 
health workers (female) and lady health visitors, health 
supervisors (female) pay regular visits to the Anganwadi 
centers, where ante-natal care of expecting mothers, 
postnatal care of nursing mothers and health needs of 
the children up to 6 years of age are attended to. 
Each AWW has a small medicine kit with basic 
medicines for common ailments like fever, cold, cough, 
diarrhea, worms, skin and eye infections that she 
dispenses as and when required. It also provides 
supplementary nutrition, growth monitoring and 
promotion, nutrition and health education and 
prophylaxis against Vitamin-A deficiency and control of 
nutritional anemia.  
Children below the age of 3 years are weighed once a 
month and children 3-6 years of age are weighed 
quarterly. AWWs use fix days for immunization, 
mothers meeting, growth monitoring days, home visits, 
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local festivals/ gatherings, days/ weeks like National 
Nutrition Week, Breast Feeding Week, and health and 
developmental education. 
The village health and sanitation committee under 
NRHM will be the key agency for developing village 
health plan & the entire planning of village panchayat 
for NRHM. This committee comprises of panchayat 
representatives, ANM, MTW, Aganwadi workers, 
teachers, community health volunteers, and ASHA.11 
Significance 
While the exact mechanism of education’s impact on 
health is not known, it has been suggested that 
educating women alters the traditional balance of 
power within the family, leading to changes in decision 
making and allocation of resources within the 
household.4 
Therefore, educated mothers are more likely than 
uneducated women to take advantage of modern 
medicine and comply with recommended treatments.24 
Without proper nutrition and essential nutrients, 
women and their children are at increased risk for 
disease and poor health outcomes.  
Women as ASHAs, LHVs, ANMs and AWWs play crucial 
role in community health by taking care of mother and 
child along with entire community. Since nearly 1.2 
million children in Karnataka under the age of six are 
underweight, the government has proposed to establish 
8712 AWCs in various districts for effective 
implementation of the integrated child development 
service (ICDS) scheme.13, 15A government circular has 
also been issued to establish a 13-member Balavikas 
Samithi in all AWCs in the next one year. The ICDS have 
been suffering from shortage of AWCs and 
infrastructural problems.14 To expand the scheme to 
cover all community development blocks in rural and 
urban areas, the government has submitted a proposal 
to the Union Ministry of Women and Child Welfare 
seeking sanction of 5786 AWCs and 2926 mini-AWCs. 
Having huge network of AWCs, the government is not 
able to reach out to the public with quality health. Rural 
and urban areas are suffering from unique problems. 
Therefore, the study would contribute to the efficient 
communication strategy formation to reach the public 
effectively through existing network of AWCs.  
Literature Review 
Out of 61,187 AWCs and 3331 mini-AWCs functioning in 
the state, 37,365 AWCs have their own buildings, 1833 
AWCs function in panchayat buildings, 4808 AWCs 
function in community halls, 331 AWCs function in 
Yuvaka mandals and 266 in Mahila mandals, 2628AWCs 
function in temples, 3949 AWCs function in schools, and 
9508 AWCs are run in rented buildings and 3830 AWCs 
are run through other alternative arrangements. During 
2010-11, a sub-scheme under the main scheme namely 
Bala Sanjeevini was conceived and implemented. This 
scheme covers BPL families wherein 0-6 year children 
who are registered in AWCs and are suffering from 
acute diseases requiring tertiary treatment are treated 
free in 20 selected hospitals in the state. 
Kishori Shakti Yojana (KSY) is being implemented in 128 
ICDS projects of 21 districts where SABLA is not being 
implemented. Under KSY, 180 adolescent girls in each 
project are given 5-day residential training every year, 
from funds released exclusively for the scheme (along 
with the administrative cost) and supplementary 
nutrition is being provided to two adolescent girls in 
each AWC for 300 days in a year. Rajiv Gandhi Scheme 
for Empowerment of Adolescent Girls (RGSEAG) has 
been implemented in 9 districts (Gulbarga, Kolar, 
Bangalore, Bellary, Bijapur, Dharwad, Chickmaglur, Uttar 
Kannada, and Kodagu) of the state. 
From 2010-11 a new scheme called Indira Gandhi 
Matritva Sahayog Yojana (IGMSY) is being implemented 
on a pilot basis in two districts of the state, viz., 
Dharwad and Kolar. Pregnant and nursing mothers are 
given nutrition and health education, health tips and 
guidance.  
The study conducted in two randomly selected villages, 
viz., Radhakantpur and Motipur, in Gadarpur Block in 
U.S. Nagar district which lies in the Tarai region of 
Uttarakhand revealed that village health worker and 
Anganwadi worker enjoy high source credibility and 
were approached frequently for health-related 
information. 
The findings of the study revealed that the reason for 
poor outreach was lack of orientation, functioning, no 
community involvement, inadequate supplies and weak 
nutrition education. There is no proper orientation of 
the functionaries and consequently they are not aware 
of all the components of the program. Important 
secondary sources of information included Anganwadi 
(82%) and health workers (68%) of the area. It was 
found that a very high percentage (97%) of women in 
the study area trusted their friends/relatives concerning 
health information. It was also found that Anganwadi 
workers (46%) and health workers (42%) enjoyed high 
credibility when compared to other media, especially 
cosmopolite and mass media sources. This is further 
compounded by irregular visits of health and AWWs for 
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nutrition education. Their contribution is hindered by 
lack of communication and other infrastructural 
facilities.2 
The study was conducted to assess the knowledge and 
attitude toward oral health among AWWs of Mangalore 
city. Only 45.9% of the AWWs knew that dental caries 
was a disease, 57.2% knew that the best time to eat 
sweets was during meal time, 58.5% workers stated 
dentists as their source of oral health information. An 
AWW can be a vital link in the health care delivery 
system. There is a need to educate them on oral health 
in order to reach children at an early and receptive age. 
It is very important on the part of the health 
department to carry out effective programmes on oral 
health for AWWs.25 
The study conducted in Andhra Pradesh related to 
information sources of rural women revealed that 
Anganwadi is third most preferred information source. 
First and second information sources are family 
members and television respectively. From the results, 
it was noticed that family members, TV, AWWs, 
neighbors or relatives were their major sources of 
health and nutritional information to the women. Hence 
it could be inferred that interpersonal communication 
acted as a major source of information among their 
family members, neighbors, and AWWs than mass 
media except TV, in disseminating the health 
information.9 
Theoretical Background 
Change is a painful process. The AWWs act as change 
agents in the community. The change would not occur 
suddenly. Diffusion research centers work on the 
conditions which increase or decrease the likelihood 
that a new idea, product, or practice will be adopted by 
members of a given culture. Diffusion of innovation 
theory predicts that media as well as interpersonal 
contacts provide information and influence opinion and 
judgment. Studying how innovation occurs, Rogers 
argued that it consists of four stages: invention, 
diffusion (or communication) through the social system, 
time and consequences.22 
Attitude change would lead to behavior change. The 
most challenging job for the AWWs is changing the 
perception of the community members. The elaboration 
likelihood model (ELM) is based on the idea that 
attitudes are important because attitudes guide 
decisions and other behaviors. According to this model, 
when people are motivated and are able to think about 
the content of the message, elaboration is high. 
Elaboration involves cognitive processes such as 
evaluation, recall, critical judgment, and inferential 
judgment.20 
The health belief model (HBM) is a psychological model 
that attempts to explain and predict health behaviors. 
This is done by focusing on the attitudes and beliefs of 
individuals. The HBM was spelled out in terms of four 
constructs representing the perceived threat and net 
benefits: perceived susceptibility, perceived severity, 
perceived benefits, and perceived barriers. These 
concepts were proposed as accounting for people’s 
“readiness to act.” An added concept, cues to action, 
would activate that readiness and stimulate overt 
behavior.7  
Objectives 
Since 1975, AWCs are serving the communities at 
various capacities. The government is entirely 
dependent on AWWs to execute and communicate 
most of its development projects at grass root level. In 
implementation of health projects, AWWs play a crucial 
role. Therefore, the present study would like to seek 
answer for “What is the role played by women health 
workforce specifically the AWCs in catering to the health 
needs of the community?” The specific objectives of the 
study are to evaluate the status of female literacy in 
India, impact of female literacy on the health of female 
and their associated family, know the community’s 
perception of Anganwadi, to examine the activities of 
Anganwadi teachers and its impact on community 
health, to seek medium preference to receive health 
information, to explore the effective communication 
strategy to serve the community by Anganwadi, to find 
out the barriers and the problems of the Anganwadi to 
implement the development programs.  
Methodology 
The study is a quantitative research with survey. Some 
qualitative data emerges from the document analysis. 
Census data is used to for the analysis to measure the 
literacy level. The WHO data on health indicators is used 
to compare the status of health and literacy among 
male and female. Various health documents by the 
government, NGOs and the international organizations 
are used for document analysis. A structured 
questionnaire, interviews and interactions with the 
respondents are also used as research tools to collect 
primary data. Study is done in fifteen AWCs of 
Ramanagara, in Karnataka. There are 1524 AWCs in 
Ramanagara District. The list is collected from the 
department of women and family welfare and 15 
centers are randomly selected from the list. 
Respondents are divided into four categories. From 
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each AWC, five respondents are selected. One AWW, 
three women in the respective community Anganwadi is 
serving; one ASHA worker from each area AWC is 
situated in. This constitutes 75 respondents. Five 
medical officers, the one district health officer and the 
four policy makers from women and family welfare 
department are also taken as respondents to the 
research. Total sample size of the study is 85. The 
mothers meetings conducted at Anganwadi are used as 
platform to collect the data. Each selected AWC is 
visited twice to collect the data. The interview is done 
with the AWWs and the ASHA worker. Women in the 
community are served with the structured 
questionnaire. Telephonic interview is used to collect 
the data from rest of the respondents.  
Data Interpretation 
According to the Census 2011, as many as 560,687,797 
persons in the country are literate. Of these 
336,533,716 are males and 224, 154,081 are females. 
While the overall literacy rate works out to be 64.8%, 
the male literacy rate is 75.3% and that for females is 
53.7%, showing a gap of 21.6 percentage points 
between the sexes at the national level. 
A better educated mother has fewer and better 
educated children. She is more productive at home and 
in the workplace. And she raises a healthier family since 
she can better apply improved hygiene and nutritional 
practices.19  
Cochrane demonstrated that there was an inverse 
relationship between women’s literacy and fertility.6 
Caldwell analyzed the impact of women’s education on 
child health, concluding that each extra year of maternal 
education was associated with a 9% decrease in under-
five mortality.4 
As per SRS 2011 data, literate women are having 
substantially lower gross fertility rate comparing to that 
of illiterates at the national and state level. Children’s 
likelihood of being fully immunized increases with 
mothers’ education; but girls benefit more than boys 
from having a mother who is highly educated. 
A mother’s level of education correlates closely with a 
child’s risk of dying before the age of 2 years. 
Developing countries that have achieved a female 
literacy rate ranging from 70 to 83% have also achieved 
an infant mortality rate of 50 (per 100,000) or lower.23 
Educated women are more likely to postpone marriage 
and childbirth, give better health care to their families, 
and send their children to school and contribute to 
overall economic growth.8 
Female literacy is one of the major indicators of 
development. As the literature suggests the female 
literacy would contribute to various faces of health from 
fertility to nutrition, reproductive health to family 
health education policy should concentrate on 
strengthening female literacy so as to achieve greater 
development. If the female literacy rate rises rapidly in 
India, it accelerates the achievement of lower fertility 
rate, which in turn would strengthen the other national 
development goals. Literacy also can eradicate child 
marriage and related health issues along with achieving 
higher health literacy. Evidences show that female 
literacy would contribute to sustainable development in 
health sector. 
Since 2005-14, 894,525 ASHAs were appointed by the 
government of India under National Health Mission. 
There are 11,434 ANMs working at the health centers of 
Karnataka.  
Data Analysis from Field Survey 
Collected data is analyzed using the SPSS. The data 
collected through interviews is analyzed separately. 
Table 1.Fertility Rate vs Mother’s Education 
Mother’s Education Fertility Rate 
Total Rural Urban 
Illiterate 3.2 3.3 2.4 
Literate 2.1 2.3 1.7 
Without any formal education 3.1 3.2 2.9 
Below primary 2.9 3.0 2.4 
Primary 2.5 2.6 2.2 
Middle 2.2 2.3 1.9 
Class X 1.8 1.9 1.6 
Class XII 1.6 1.7 1.4 
Graduate and above 1.7 1.9 1.6 
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Helath Information Source for the Respondents 
Forty percent of the respondents receive health-related 
information from ASHA workers who visit them. 
Sometimes they wait for the ASHA workers to take 
health-related decisions. Equal number of people get 
information from AWWs. Respondents opined that the 
AWWs are available to them all the time and they give 
information time to time. Some of the respondents said 
that the AWWs do not have comprehensive information 
about all helath-related issues and they often send them 
to primary health centers. Rest of the respondets get 
infor mation from audio and audiovisual medium. 
Majority of the respondents prefer interpersonal mode 
of communication as they can get the clarification 
immediately. The respondents’ exposure to media in 
the selected area is limited. The information given in the 
local language and problem-specific would convince 
them more. 51.1% of the respondents prefer 
interpersonal communication. The next prefered 
medium (42.2%) is audiovisual medium. 6.7% of the 
respondents prefer audio medium as it is easily 
accessible and it does not demand devoted time. 
 
Chart 1.Health Information Source Prefernce of Respondents 
Medium Preference to Receive Health-Related Information among Different Age Groups 
 
Chart 2.Medium Preference to Receive Health-Related Information among Different Age Groups 
Consultation for Immediate Health Needs 
The respondents are asked which source they look for 
immediate health needs. When there is an emergency, 
the people of rural area prefer to reach out to 
government hospital (42.2%). Their choice is inevitable 
as their economic level is very low. Majority (48.9%) 
would go to private hospitals as they are not satisfied 
with government services. 4.2% of the respondents look 
of ASHA worker and 2.2% try with home medicine and 
rest 2.2% reach out to AWW. 
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Chart 3.Respondents’ Preference of Consultation for Immediate Health Needs 
All the respondents said the AWWs visit their houses. 
Some of the regular information they receive from 
AWW are immunization details, Bhagyalaxmi bonds, 
Thayi card, nutritional food, marriage age, folic Acid 
tablets, and tablets for fever and pain. She also gives 
information on family planning, health and hygiene, 
drinking water, etc. 
Discussion 
The majority of the respondents opined that they will 
not get complete information from the AWWs. Some of 
them get irritated by continuous information seeking by 
the AWW. An elderly lady from the respondent group 
said, “AWW tell us to go to government hospital for 
delivery but in the hospital they take money. The tablets 
they provide us do not yield result.”  
One more respondent who is mother of three children 
told, “They ask us to undergo family planning. After I 
underwent copper-T insertion, the monthly bleeding 
increased but when I asked AWW she did not have the 
solution for it.”  
The discussion among respondents, who are 
beneficiaries of AWW services, had many complaints to 
make. They are not able to remember the information 
they provide in the mothers’ meeting. The information 
they provide is either incomplete or too general. 
Therefore, it is of no use. The respondents are looking 
for more concrete information on health need by the 
AWW as the AWW is the only available source for them 
during emergency.  
Fifteen AWWs are interviewed personally to collect the 
data. AWWS are well networked with the community 
and they are able to build personal contact with each 
and everyone in the community. They conduct mothers’ 
meeting once in every month. The AWW said, 
“Government provides a medicine kit to us. But we are 
not able to distribute it as there is no proper training to 
us regarding that. Moreover, if some adverse effect 
happens, people fight with us. Therefore, we do not 
take risk. So every time the medicine kit is wasted.” 
“The folic acid tablet is given to us to distribute among 
teenagers. We have to go in search of them every week. 
Sometimes though we give we cannot make sure that 
they consume. There are no observable changes after 
consumption. We do not have appropriate information 
to convince them,” said the AWW.  
One more AWW opined, “Conducting mothers’ meeting 
every month is a very good strategy of the government. 
We are advised to give specific information on each 
meeting apart from regular information such as child 
marriage, family planning, HIV, cancer, breast feeding, 
anemia, etc. We will be given one hour briefing by the 
supervisor during monthly meeting. But we may not be 
able to understand and remember all that they 
present.” 
“We are over burdened with many activities like 
collecting all community data, distribution of food, 
reporting the health of the community to higher 
officers, implementing various health and other 
development projects, running preschool along with 
attending various other assigned duties time to time. 
The quality is suffering because of that.” This is the 
opinion of an AWW.  
AWW Kavitha said, “If we are provided with supporting 
printed material it is easy to explain to the community. 
We should not be given the responsibility of health 
information dissemination as our education 
qualification is only high school. The ASHA should take 
care of that. We would rather collect the data.” 
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The doctor of a primary health center said that they get 
lot of support from the AWCs. To conduct outreach 
programs, ASHA organizes the community along with 
AWWs. AWW is a more credible source for the 
community than anyone else. As their education 
qualification is low, one cannot expect them to give 
medical information to the community. Their role 
should be limited to general information such as child 
marriage, family planning, food distribution, 
immunization and to keep the environment clean. 
A doctor from Sugganahalli PHC said, “All the AWWs 
should be given at least 6 months of primary health care 
training before joining the work. They should not be 
over burdened with too much of work.” 
A middle manager in the health department who is a 
doctor opined, “AWC is the most visited place in the 
rural areas. Therefore, it should be used for all 
development activities’ communication. We should 
provide more printed material and other audio-visual 
material to assist the AWWs work for more efficient 
results.” 
“If each primary health center is equipped for 
audiovisual presentations, it can be used for information 
dissemination at various levels like outreach programs, 
immunization programs and the mothers’ meetings. 
ANM or LHV can take care of presentations,” said a 
deputy health officer. 
The officer from the women and family welfare 
department said that all the health and development 
data is gathered from the AWCs as they are a link 
between community and department. Since AWCs have 
a well-established network in the state they can get 
data easily. The data compilation is still in manual 
method and it has to be computerized and networked 
so that data can be used effectively.  
Conclusion 
The document analysis revealed that there are 
significant disparities among males and females with 
respect to health. It is causing the negative impact on 
various development indicators such as infant mortality 
rate, fertility rate, maternal health, etc. Educated 
women play important role in improving the community 
health status. Females play crucial role in family and 
community health. It is also found that one-third of the 
grass root level health workers are female. Therefore, 
they are able to serve the male and female equally in 
the community. Women are the caregivers at different 
levels of health and wellbeing. The future health of the 
nation is dependent upon the health of women as they 
are the link between child and the health system; they 
decide about immunization, nutrition, and the 
education of the child.  
The study found that Anganwadi is an effective change 
agent in the community. This platform can be used 
more effectively by giving communication training. 
Audiovisuals can complement and lessen the burden of 
Anganwadi. Among beneficiaries of AWCs, 22.2% are 
illiterate, 37.8% got primary education, 24.4% got high 
school education, 13.3% got pre-university education 
and 2.2% got postgraduate education. The reflections 
on data revealed that 91.5% of the women in the 
community use government health facilities. 
Respondents (54.5%) prefer entertainment format for 
dissemination of health programs and cinema is the 
most powerful communication medium. 
AWWs use fix days for immunization, mothers’ meeting, 
growth monitoring days, home visits, local festivals/ 
gatherings, days/ weeks like National Nutrition Week 
and Breast Feeding Week, and health and 
developmental education. 
Forty percent of the respondents receive health-related 
information from ASHA workers who visit them. Equal 
amount of people get information from AWWs. As 
respondents opined, the AWWs are available to them all 
the time and they give information from time to time. 
51.1% of the respondents prefer interpersonal 
communication. The next preferred medium (42.2%) is 
audiovisual medium. When there is an emergency, the 
people of rural area prefer to reach out to a government 
hospital (42.2%). Their choice is inevitable as their 
economic level is very low. 4.2% of the respondents look 
for ASHA worker and 2.2% try with home medicine and 
rest 2.2% reach out to AWWs. All the respondents said 
the AWWs visit their houses. Some of the regular 
information they receive from AWWs are immunization 
details, Bhagyalaxmi bond, Thayi card, nutritional food, 
marriage age, folic acid tablets, and tablets for fever and 
pain. She also gives information on family planning, 
health and hygiene, drinking water, etc. 
To undertake health development initiatives, there is a 
strong need for trained, motivated, empowered and 
networked health personnel. It is precisely at this level 
that a lack of technical knowledge and skills and the 
absence of a supportive network or adequate 
educational opportunities impede personnel from 
making improvements. The absence of in-service 
training and of training curricula that reflect field 
realities also adds to this, discouraging health workers 
from pursuing effective strategies.16 
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Interviews with the AWWs revealed that the knowledge 
level and the resources are the major limitation in 
efficient delivery of their duties. AWWs have not 
received any formal training in providing primary health 
care inputs to the community. But time-to-time training 
enabled them to attend to the immediate health needs 
of the society. All the AWWs opined they are over 
burdened with work and the remuneration is very low. 
Doctors feel that AWWs are a very essential link to the 
community and they should be given proper training to 
attend to the health needs. AWWs also assist the PHCs 
to deliver their work. Policy makers are advised for 
computerization of data flow and the audiovisual inputs 
for the health training to the community.  
Recommendations 
Program Planning and Implementation 
 
The health information dissemination would be more 
effective with the help of audio visual communication. 
The following model can be considered for health 
awareness. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chart 4.Model for effective health awareness program planning 
 
AWWs need to be continuously in communication with 
the community. Therefore, the effective communication 
skills need to be taught. The communication training 
can be given to all AWWs on yearly refresher training 
not less than a week.  
 
The existing LHV training can also be incorporated with 
AWWs for health knowledge. AWWs are over burdened 
with separate stream of programs, which require similar 
data but in different formats. All that can be integrated 
to reduce the burden of AWWs. Audiovisual aid can be 
provided to AWCs through primary health centers to 
facilitate the monthly mothers’ meeting.  
 
Creative mass media programs on health to supplement 
the AWWs work on television as it is most preferred 
medium for information seeking and effective media to 
influence the respondents’ perception. People 
inevitably prefer private service as there is poor facility 
and service at government hospitals. The image of 
government service should be improved through 
AWWs. It will in turn increase the credibility of AWWs. 
Production of Audio Visual Material 
 
Women and family welfare department does not have 
audiovisual production team. Having production team in 
department has multiple benefits. It can assist health 
department in planning communication strategies, can 
produce publicity materials like TV spots, commercials 
and educational programs, this team can document the 
programs of health department to present effectively at 
various forums. Programs based on problem-solving 
approach, drama, using folk art, etc., should be part of 
mass media programs.  
 
Health department without putting extra effort can 
achieve considerable growth in the health information 
level. Audiovisual would assist in conducting mother’s 
meetings at AWCs.  
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